MEDICAL RECORDS RELEASE & REQUEST
DATE:____________________

Please list the name of any physician(s), person(s), and/or business(s) you would allow us to request or release your personal Health information.  This does include any x-rays, MRI’s, CT scans, etc.  Please list the facility where the test was done and the date of the test below.
To: 

I, _____________________________ hereby request that my recent medical records be released to:

Gilkey Chiropractic Clinic, Inc. 

Chris A. Gilkey, D.C., A.T.C. 
Josh S. Seiler, D.C.

4466 Hwy 261

Newburgh, IN 47630

Phone: 812-853-2997           Fax: 812-853-2390

I understand that this authorization allows the release of all information in my medical records to include lab test results, x-rays, and any surgery information.  This authorization allows such records to be mailed or faxed.  I understand that I may revoke this consent at anytime.

PATIENT NAME:________________________________________________________

PATIENT ADDRESS:_____________________________________________________

PATIENT’S DATE OF BIRTH:_____________________________________________

PATIENT/GUARDIAN SIGNATURE:________________________________________

         (  Patient does not want records released to ______________________________

